The prevalence of genital ulcers among patients attending rarely affordable, available, or accessible in developing countries. Clinical diagnosis has been shown to be often inaccurate Jamaican public clinics for sexually transmitted diseases (STDs) increased from 6.8% in 1983 to 12.8% in 1990 [1] . [3 -5] , and, recently, laboratory diagnosis by means of conventional techniques such as culture for Haemophilus ducreyi and Genital ulcers have been reported as a risk factor for the rising prevalence of HIV type 1 infection in STD clinic attenders in herpes simplex virus (HSV) has also been found to have lessthan-optimal sensitivity [6] . Jamaica [2] . Thus, adequate case management is crucial to control classic STDs as well as to reduce the transmission of
The World Health Organization has recommended syndromic management of genital ulcer disease (GUD) based on HIV.
Traditionally, treatment of genital ulcers is based on etiollocal epidemiological data rather than individual diagnosis. A study was initiated to determine the causal agents of genital ogy. However, determining the etiology of genital ulcers is costly, technically sophisticated, time-consuming, and thus is ulcers in Jamaica, by using state-of-the-art diagnostic techniques, and to review the existing national guidelines for the routine management of genital ulcers. At the same time, HIV infection was assessed. The study was conducted at the Comprehensive Health Clinic in Kingston, which is the largest STD For treatment of their current genital lesion(s), 83 patients (27.3%) used self-medication, 30 (9.9%) used medication prebodies to HIV were determined at the National Public Health Laboratory by EIA (HIVAB HIV-1/HIV-2 [rDNA] EIA; Abscribed by another clinician, 13 (4.3%) had purchased drugs on the street, and 10 (3.3%) had purchased drugs in a drug bott Laboratories, Abbott Park, IL). Repeatedly positive serum samples were tested by using a second EIA (Enzygnost HIVstore. Reported self-medication included a few unspecified ''capsules'' taken orally and/or used locally, as well as alcohol, 1/2 Plus; Behring Diagnostics, Marburg, Germany). Serum samples that were consistently reactive by both EIAs were ointments, creams, black dressing, olive oil, castor oil, dettol, lime, salt water, petroleum jelly, gentian violet, merbromin, considered HIV-positive. Discordant serum samples that were positive for HIV types 1 and 2 by HIV-SPOT (Genelabs Diagzinc oxide ointment, ''left over drugs,'' erythromycin, ''red and black'' (ampicillin), and ''yellow and orange'' (tetracycline). nostics, Singapore) were considered HIV-positive, and those that were negative by this test were evaluated by using western A clinical diagnosis of chancroid was made in 111 (36.5%) of the 304 subjects. Genital herpes was clinically diagnosed in blotting (Genelabs Diagnostics). Western blotting was considered positive when antibody reactivity to two envelope bands 109 patients (35.9%); syphilis, 45 (14.8%); granuloma inguinale, 21 (6.9%); traumatic lesions, 21 (6.9%); lymphogranu-(gp41, 120, 160) was observed with or without the presence of antibodies to gag (p17, 24, 39, 42, 55) or pol (p31, 51, 66 Twenty (6.6%) of the 304 study subjects had evidence of were not more likely than those who did not to have negative M-PCR tests. Traumatic lesions were found in 13 patients secondary syphilis (i.e., palmar, plantar, or truncal rash with a positive syphilis screening and a positive confirmation test).
(5.5%) who had positive M-PCR tests compared with eight patients (11.9%) who had negative M-PCR tests, but this differOf these 20 individuals, 11 (55.0%) had an ulcer specimen that was positive for T. pallidum by M-PCR analysis compared ence was not significant (P ú .05). The category ''other diagnoses'' (including candidiasis, cancer, and scabies) was recorded with 20 (7.0%) of 284 patients who did not have clinical signs and serological evidence of secondary syphilis (OR, 16.1; 95% for 13 (5.5%) of 237 patients whose ulcer specimens were positive by M-PCR analysis compared with six (9.0%) of 67 CI, 5.4 -48.8; P õ .001). Secondary syphilis was diagnosed in 13 (5.2%) of 252 male patients compared with seven (13.5%) patients whose ulcer specimens were negative by M-PCR testing, but this difference lacked statistical significance. of 52 female patients (OR, 0.35; 95% CI, 0.1 -1.0; P Å .05).
HIV serology. Antibodies to HIV were detected in 67 Lesions that were positive for HSV by M-PCR testing were not associated with a reported history of genital ulcer(s) nor (22.0%) of the 304 study subjects. The HIV seroprevalence rates did not statistically differ by gender. HIV serostatus did with HIV infection, but were more common in patients who reported that their lesion had started as a ''water blister'' than not correlate with the presence of herpetic, syphilitic, or chancroid ulcers as determined by nosed granuloma inguinale were not associated with reported as well as those employing traditional laboratory tests [3, 5, 6] . We also demonstrated the limited utility of syphilis serology sexual contact with prostitutes; however, 12 (33.3%) of the 36 men who reported sexual contact with a prostitute during the for the diagnosis of GUD: if TRUST and MHA-TP alone had been used for the detection and management of syphilitic ul-3 months preceding the consultation had lesions that were positive for HSV by M-PCR testing compared with 104 (52.3%) cers, 26% of the cases would have been missed. A slightly higher sensitivity has been found with the fluorescent treponeof 199 men who did not report this behavior (OR, 0.46; 95% CI, 0.2 -1.03; P Å .04). Of the 36 men who had sexual contact mal antibody absorption test than with MHA-TP: 84% (range, 70% -100%) vs. 76% (range, 69% -90%), respectively [15] . with a prostitute, 14 (38.9%) were HIV-seropositive compared with 37 (18.6%) of 199 men who did not report this contact Furthermore, 15% of the patients who had ulcers that were negative for T. pallidum by M-PCR testing had reactive syphilis (OR, 2.79; 95% CI, 1.21 -6.39; P Å .007). Twelve (33.3%) of these 36 men had reactive serological tests for syphilis comserologies.
Patients with genital ulcers are at increased risk for transmitpared with 31 (15.6%) of the 199 men who did not report sex with a prostitute (OR, 2.71; 95% CI, 1.14 -6.4; P Å .011).
ting or acquiring HIV infection [16] . Besides providing prompt and effective treatment, novel approaches are needed to stimulate patients with GUD to avoid self-medication, to seek early Discussion and adequate treatment, to refrain from sexual intercourse while infected, and to consistently use condoms to minimize the Most of the genital ulcers in these Jamaican patients were caused by HSV. Genital herpes has been reported as an increasspread of STDs and HIV infection. The associations found between sexual contact with a prostitute and increased risk ingly important cause of genital ulcers in studies conducted in Lesotho, Uganda, Rwanda, and South Africa [6, 12 -14] . To for chancroid and T. pallidum as well as HIV seropositivity underline the need for further action. our knowledge, this is the first report from the Caribbean region. Chancroid was more prevalent than syphilis in these paOther investigators have reported that prostitutes are a primary source of infection for chancroidal ulcers [17] . Prostitutes tients: 23.7% vs. 10.2% of patients, respectively. Although the most advanced diagnostic techniques were used, 22% of the in Nairobi, Kenya, were found to be a major reservoir of STDs, and genital ulcers including chancroid were more common in ulcers remained without definite etiology. Granuloma inguinale was diagnosed clinically more frequently in patients with ulcers female sex workers of middle and lower social classes [18] . Ronald and Plummer [19] concluded that ''The control of channegative by M-PCR analysis, and it is thus likely that some of these ulcers were indeed a result of infection with Calymmatocroid in prostitutes and their clientele will substantially slow the heterosexual transmission of HIV-1.'' In a study in Abidjan, bacterium granulomatis. Other causes hypothesized by the clinicians included cancer, candidiasis, scabies, and trauma.
Ivory Coast, Ghys et al. [20] inferred that genital ulcers may be an opportunistic infection in female sex workers, since higher As observed elsewhere, most patients with a genital ulcer who were attending this clinic were men. M-PCR analysisprevalence rates of genital ulcers were associated with increasing severity of immunosuppression. Targeted interventions proven chancroid was found less frequently in females than in males, whereas palmar, plantar, or truncal rash was more often should provide commercial sex workers with reproductive health information, timely and efficient STD treatment, and observed in female patients. In a study in Durban, South Africa, secondary syphilis was the commonest diagnosis in Zulu barrier prevention including female condoms. As advocated by the national STD and HIV infection control women with genital ulcers [14] . Although awareness may play an important role in seeking health care, other factors are also program genital ulcers should clearly be managed syndromically with use of algorithms based on the local etiology of likely to influence this behavior. For instance, opening hours of a public clinic might limit access for sex workers.
GUD, since clinical diagnosis proved to be unreliable and local laboratory diagnosis was restricted to syphilis serology with Our findings confirm the inaccuracy of clinical diagnosis as shown in other studies using nucleic acid amplification assays the described limitations. 
